We present a systematic review on the effect of early intervention, starting between birth and a corrected age of 18 months, on motor development in infants at high risk for, or with, developmental motor disorders. Thirty-four studies fulfilled the selection criteria. Seventeen studies were performed within the neonatal intensive care unit (NICU) environment. Eight studies had a high methodological quality. They evaluated various forms of intervention. Results indicated that the Newborn Individualized Developmental Care and Assessment Program (NIDCAP) intervention might have a temporary positive effect on motor development. Twelve of the 17 post-NICU studies had a high methodological quality. They addressed the effect of neurodevelopmental treatment (NDT) and specific or general developmental programmes. The results showed that intervention in accordance with the principles of NDT does not have a beneficial effect on motor development. They also indicated that specific or general developmental programmes can have a positive effect on motor outcome. We concluded that the type of intervention that might be beneficial for infants at preterm age differs from the type that is effective in infants who have reached at least term age. Preterm infants seem to benefit most from intervention that aims at mimicking the intrauterine environment, such as NIDCAP intervention. After term age, intervention by means of specific or general developmental programmes has a positive effect on motor development.
In the past few decades the importance of early intervention (EI) has become widely recognized. But what exactly is EI? Typically, a single definition is used, which applies to EI for children at biological risk for developmental disorders and children with developmental disabilities. 'Early Intervention consists of multidisciplinary services provided to children from birth to 5 years of age to promote child health and well-being, enhance emerging competencies, minimize developmental delays, remediate existing or emerging disabilities, prevent functional deterioration, and promote adaptive parenting and overall family functioning. These goals are accomplished by individualized developmental, educational, and therapeutic services for children provided in conjunction with mutually planned support for their families.' 1 In general, EI programmes use techniques derived from the domains of physiotherapy, occupational therapy, developmental psychology, and education. Little attention is paid to the effect of nutrition, even though it is well known that the cognitive outcome of breastfed children is significantly better than that of formula-fed children. 2 The earliest studies on EI programmes primarily addressed improvement in motor skills. Later, the focus shifted towards family-focused and other functional outcomes. 3 It seems, therefore, that EI serves as an umbrella term covering the whole field of childhood intervention.
One of the problems associated with the use of the term EI is the interpretation of 'early'. 'Early' can be understood in two ways, namely as 'early in life' and as 'early in the expression of the condition'. Each of the two types of 'earliness' is associated with advantages and disadvantages for intervention. The major advantage of intervening early in life is that the brain is considered to be very plastic at this time. The brain is especially plastic in the phase occurring after the completion of neuronal migration during which the processes of dendritic outgrowth and synapse formation are highly active. 4 This means that high plasticity can be expected between 2 to 3 months before, and about 6 to 8 months after term age. 5 However, there are two potential disadvantages that might be associated with intervention early in life. First, the type of problems that the infant will develop later in life will not yet be clear. This makes effective goal setting for EI difficult. Second, part of the at-risk population will not develop a developmental disorder, thereby making intervention, perhaps, superfluous for these children.
Intervention in children with a developmental disorder generally starts later in life, i.e. at the time during infancy or preschool age when the condition is expressed in dysfunction. Two advantages of the latter situation are that intervention is applied to children who are really in need of EI and that the goals of the intervention can be formulated relatively easily. The most important disadvantage of intervention that starts when the disorder has become undeniable is that it starts relatively late from the point of view of plasticity of the brain. 5 Indeed, previous studies have indicated that programmes starting before the ninth month after term provided more improvement in both motor and personal skills than programmes starting later. 6, 7 In view of this, it seems wise to start intervention early in life.
The aim of the present study was, therefore, to conduct a systematic review of studies on intervention starting early in life in children at high biological risk for developmental disorders. In particular, we attempted to unravel the elements that might contribute to a beneficial effect on motor development. Specific attention was paid to the timing of intervention, to see whether we could find indications for the existence of a crucial age period during which EI results in the most beneficial outcome. Reference lists in original studies and reviews were also examined for appropriate articles. The keyword 'early intervention' initially revealed 13 699 hits. To reduce the number of hits the following additional keywords were used: 'infant', 'motor development', 'low birth weight', 'preterm', 'high-risk', and 'cerebral palsy' (CP). Thereafter the number of hits was reduced to 485.
Studies from these 485 papers were included in the review only when they fulfilled the following four criteria: (1) the participants were infants with high biological risk for, or with developmental disabilities; (2) the aim of the intervention (mostly among others) was to improve motor development; (3) the onset of intervention in at least 50% of the participants was between birth and the (corrected) age of 18 months; and (4) the journal in which the study was published had an impact factor of more than 0.3. Excluded from the review were studies restricted to medical and orthopaedic interventions and studies in populations of healthy low-risk preterm infants or in populations of socially disadvantaged children without specific biological risk for developmental disorders. On the basis of the abstract, 60 papers were selected as potential candidates for the review. After each entire paper had been read, there remained 36 original studies that met all inclusion criteria. There were two studies within this selection for which the results were published in more than one paper. [8] [9] [10] [11] In the present review these studies were treated as single entities. The papers not included in the review were mainly review articles, studies focusing on improvement in cognitive function, and studies in which the intervention was applied after the age of 18 months.
EVALUATION PROCEDURE
The evaluation of the studies focused on the type and size of groups included in the study, the level of evidence (Table I) , and the internal and external validity of the study (criteria specified in Table II ). The level of evidence of a study and its internal and external validity were the determinants for the methodological quality of the study. All studies were rated independently by both reviewers. Interrater agreement was calculated for each of the determinants of methodological quality. Agree-ment was high: Cohen's kappa varied from 0.86 (internal validity), 0.94 (level of evidence) to 0.95 (external validity). Disagreements were discussed until consensus was reached. In addition, attention was paid to specifics of the intervention programme, such as the type of intervention, its period of application and intensity, the location where the intervention had been performed, and parental involvement (Table II) . Finally, age of infants at evaluation, outcome measures, and results were specified to evaluate further the effect of the intervention.
To assess the effect of the age period during which EI took place, we divided the studies into three age groups. The first group consisted of studies dealing with intervention 12 and Butler and Darrah (2001) . 57 programmes applied in the neonatal intensive care unit (NICU); the second group contained studies in which the intervention programme started between discharge from NICU care and a corrected age of 9 months; the third group included studies in which intervention started between a corrected age of 9 and 18 months. The studies were found to be so heterogeneous in the type of intervention evaluated, the outcome measures used to evaluate the effect of intervention, and the age at which outcome was studied that no meta-analysis to examine effect sizes of interventions could be performed.
Results
Seventeen of the 34 studies dealt with interventions performed within an NICU setting, eight evaluated intervention starting between discharge from the NICU and 9 months, and six studies assessed intervention which started between 9 and 18 months corrected age. In three studies the age at onset of intervention exceeded the preset period criteria. Therefore, a fourth category of age at onset of intervention was added, consisting of studies in which intervention started at some age between discharge from the NICU and 18 months corrected age. Within the age periods, studies were ranked primarily according to the level of evidence and were next ranked by internal validity, external validity, and effect (Tables III to VI) .
POPULATIONS AND METHODS OF INTERVENTION
The number of children included in the studies ranged from 10 to 746 individuals (median 44.5; Table III ). Information about the rate of attrition was provided in 33 studies: it varied from 0% to 64%, with a median of 13%. In most studies (24 of 34) the study group consisted of so-called high-risk infants, i.e. infants born preterm or with a low birthweight. The remaining studies evaluated the effect of intervention in infants with CP, delayed cognitive and motor development, or Down syndrome.
The intervention programmes applied showed considerable diversity (Table IV) . In 29 studies, at least brief information Review 423 about the intervention method was given; of these, 10 studies gave a more detailed description. To obtain some insight into the intervention strategies and procedures applied, we assessed whether programmes contained the following elements: procedures to reduce stress, sensory stimulation (specific unimodal, specific multimodal, general multimodal), motor intervention strategies (passive handling techniques, active training of specific motor abilities, general motor training), and parent-infant interaction strategies (Table V) . Both authors assessed the composition of the intervention programmes independently. Interrater agreement was high: Cohen's kappa for the various components varied from 0.79 to 1.00. NICU intervention programmes consisted mainly of combinations of procedures aimed at reducing stress, the provision of auditory, tactile, visual or vestibular stimuli, and passive motor handling procedures. Among the programmes that started after discharge from the NICU, neurodevelopmental treatment (NDT), which consists of a mix of general sensory stimulation and passive and active motor intervention strategies, was the intervention most frequently used.
Other frequently applied forms of intervention were various developmental programmes, which always included general sensory stimulation and general stimulation of motor development but could also imply passive handling techniques and the enhancement of parent-infant interaction. Information about the period of application of the intervention was supplied in 30 studies. Most NICU interventions were applied during variable periods, because most interventions took place between the age of some postnatal days until discharge. The application period in the post-NICU studies varied between 2 months and more than 4 years. In addition, the intensity of intervention showed considerable heterogeneity. It ranged from once a month to continuous intervention. Programmes starting after discharge from the NICU were mostly applied within a home-based setting. Another frequently used method of supplying intervention was the use of hospital-based or centre-based intervention combined with home care. In 24 of the 34 studies, parents were incorporated into the intervention. In 19 studies the focus was on enhancing parental skills, in the other five the parents performed (part of) the intervention, in other words, the parents functioned as therapists.
Review 425 Most studies evaluated the effect of intervention on motor performance (1) during the intervention, (2) immediately after the end of intervention, and/or (3) some months or 1 to 2 years after intervention. Various outcome measures were used for effect evaluation. We categorized the measures as either neuromotor, or tests that provide a more general description of the child's developmental level (Table VII) . The Bayley Scales of Infant Development were most frequently used as outcome measure for both neuromotor (Physical Development Index; PDI) and developmental (Mental Development Index; MDI) outcome. In 26 studies developmental tests were used to evaluate the effect of intervention. In nine of these, a beneficial effect of intervention on the developmental parameters was reported. In 26 studies neuromotor tests were used. In 13 of these, study infants had a better neuromotor outcome than control infants. Most studies were designed as randomized controlled trials. Twenty-three of the 34 studies had the highest level of evidence, namely level I, according to Sackett 12 (see Table  I ), four studies had a grade II level of evidence, and seven studies were classified as level III. Internal validity was high in 11 studies, fair in 15, and low in eight. External validity was in general moderate only: in five studies generalization was plausible, 17 studies offered some possibilities for generalization, and 12 studies had low external validity. The validity of post-NICU studies was usually better than that of NICU studies.
In the next sections we report the effects of intervention on motor development for the different age periods during which intervention had started, while taking into account the methodological strength of the studies.
EFFECT OF INTERVENTION STARTING IN THE NICU
From the 17 NICU studies, eight had a high methodological quality. These studies had an evidence level of I, a fair to high internal validity, and provided at least some possibilities for generalization. In two of these eight studies a significantly positive effect of intervention on motor outcome could be demonstrated. One of the positive studies dealt with the effect of NIDCAP. 13 The focus of intervention in this study was stress reduction in combination with general sensory stimulation. The other intervention was aimed at improving the infant's general developmental level by means of a developmental programme including general sensory stimulation, general stimulation of motor development, passive handling techniques, and the enhancement of parent-infant interaction. 8, 9 In the other six NICU studies of high methodological quality, intervention had no statistically significant effect on motor development. [14] [15] [16] [17] [18] [19] The interventions used in these studies all included procedures to reduce the infant's level of stress and multimodal sensory stimulation (either specific or general), which was or was not combined with passive motor intervention techniques or the facilitation of parent-infant interaction.
Five of the nine NICU studies with a lower methodological quality pointed to a positive effect of intervention. [20] [21] [22] [23] [24] Intervention used in these studies consisted of various combinations of procedures to reduce stress, multimodal sensory stimulation, passive motor intervention strategies, or the facilitation of parent-infant interaction. The remaining four studies were unable to demonstrate a beneficial effect of intervention. [25] [26] [27] [28] 426 43 Phys T + 5-17mo 24mo 1h 1×/2wk Hm T Harris 41 NDT ++ 2-21mo Duration 9wk E: 3×/wk >40min Hm ?
ATVV, auditory-tactile-visual-vestibular stimulation; C, control group; Ce, centre; CE, conductive education; Dev hand, developmental handling; Dev int, developmental intervention; Dev mile, developmental milestones; Dev pgm, developmental programme; Dev S, developmental skills; Dev stim, developmental stimulation; DPI, developmental programme intervention; E, experimental group; Hm, home, Hp, hospital; I, instruction; IS, infant stimulation; KC, Kangaroo Care; mo, months (corrected age); NDT, neurodevelopmental treatment; NIDCAP, Newborn Individualized Developmental Care and Assessment Program; P, parents; P↑, enhance parental skills; PIT, parent-infant treatment; PMA, postmenstrual age; Phys T, physical therapy; Sens enr, sensory enrichment; T, parents are 'therapist'; T stim/RF tactile stimulation/range finding; TT, treadmill training; Wb, waterbed; ?, no information available.
EFFECT OF INTERVENTION STARTING BETWEEN DISCHARGE FROM NICU AND 9 MONTHS CORRECTED AGE
Six of the eight studies in which intervention started in the period between discharge from the NICU and the corrected age of 9 months had a high methodological quality. In four studies, which included the two methodologically strongest studies, the effects of NDT were evaluated. [29] [30] [31] [32] None of the NDT studies demonstrated a statistically significant effect of intervention on motor development. However, it should be noted that outcome in two studies was evaluated only by means of global developmental tests. 29, 31 Two other studies applied a programme to stimulate infant motor development. 33, 34 Both programmes consisted of general sensory stimulation and general stimulation of motor development. In addition, the intervention in the Barrera et al. study 33 included enhancement of parent-infant interaction; that of Leksculchai and Cole 34 included passive handling techniques. Both studies reported a statistically significant positive effect of intervention on motor development. Two studies addressing the effect of intervention starting in this age period were of limited methodological quality. One study evaluated, in relatively small groups, the effect of NDT and of treatment according to Vojta. 35 It concluded that outcome in the two treatment groups did not show a statistically significant difference. The other study reported a dose-response effect of treatment, according to Vojta, on motor outcome. 36 
EFFECT OF INTERVENTION STARTING BETWEEN 9 AND 18 MONTHS' CORRECTED AGE
Three of the six post-NICU studies, in which intervention started between the corrected ages of 9 and 18 months, had a high methodological quality. One study demonstrated a positive effect of specific motor training on motor development of infants with Down syndrome; 37 another revealed that a general infant stimulation programme facilitated motor development to a greater degree than NDT. 10, 11 The third did not find a significant effect of conductive education on motor development. 38 The other three late post-NICU studies had a more limited methodological quality. One evaluated the effect of NDT and did not demonstrate a significant positive effect of intervention. 39 The other two used general programmes to stimulate motor development. One of them found a beneficial effect of intervention. 40 Review 427 39 -
Notes
Stress reduction: decreasing stressful events to body by restricting input from environment until infant is capable of maintaining an adequate organization of its behavioural state; placing infant in such a way as to provide a sense of containment similar to intrauterine environment. Sensory stimulation: (a) specific -unimodal: procedures during which a single sensory modality is stimulated (e.g. specific tactile stimulation); (b) specific -multimodal: procedures during which multiple specific sensory modalities are stimulated (e.g. ATVV, which consists of application of auditory, tactile, visual, and vestibular stimuli); (c) general -multimodal: procedures during which multiple forms of not explicitly described sensory stimuli are applied (e.g. verbal and tactile encouragement as part of general developmental programmes). Motor intervention strategies: (a) passive procedures: therapist or parent performs specific techniques, which do not require active motor behaviour of child, i.e. child has a passive role (e.g. handling, positioning, and facilitation procedures); (b) active -specific: child is encouraged to actively train a specific motor ability (e.g. walking by means of treadmill training); (c) active -general: child is encouraged to train a variety of motor abilities; stimulation of activities occurs in general by means of structured activities, which are designed to meet child's developmental level. Practice and play are important elements in this last type of intervention.
Enhancing parent-infant interaction: parents receive information on infant behaviour. Increased knowledge on infantile behaviour facilitates parents' sensitivity to child's needs and promotes developmentally supportive behaviour. +, procedure used; -, procedure not used; ?, no information available; PII, parent-infant interaction. For other abbreviations see legends to Table IV .
EFFECT OF INTERVENTION STARTING BETWEEN NICU DISCHARGE AND 18 MONTHS' CORRECTED AGE
The three studies in which intervention started between discharge from the NICU and a corrected age of 18 months were all level I studies (see Table I ) with a moderate to high internal validity and a moderate external validity. Two studies evaluated the effect of NDT. The study that assessed the effect of a short period of intensive NDT was unable to demonstrate a significant effect of intervention on motor development; 41 the other, which applied less intensive NDT for half a year, reported a positive effect of intervention on motor development. 42 The third study evaluated the effect of a general physical therapy programme and did not find a significant beneficial effect of the intervention on motor development. 43 
Discussion
We are not the first to write a review on the effects of EI for children at high risk for developmental disabilities; others have preceded us. 6,44-50 The major conclusion from these reviews is that the evidence favouring EI is inconclusive.
Results from this present review indicate that we have moved a little way forwards. In the following sections we shall point out the direction of progress. However, before we address the issues of which programme is best applied and at what age, we first discuss some methodological issues.
METHODOLOGICAL CONSIDERATIONS
The studies included in this review were very heterogeneous in nature. A large variation existed not only in the number of Table VII . b Statistically significant differences found in motor outcome at oldest age of evaluation: E>C, experimental group significantly better outcome than control group; E=C, no difference between groups; E<C, control group better outcome than experimental group.E, experimental group; C, control group; Pre, before intervention; Post, after intervention; +, present; -, absent.
participants included in the studies but also in the intervention methods that started before 18 months. The interventions themselves, the outcome measures used to evaluate the intervention, and the ages at which outcome was determined were too heterogeneous to permit a formal meta-analysis. The methods of intervention in the NICU period varied from NIDCAP and Kangaroo Care to different kinds of stimulation programmes. In post-NICU studies NDT was the leading method of intervention, but there were also studies that used interventions such as infant stimulation, conductive education, and other developmental programmes.
It was encouraging to find that 20 of 34 studies had a high methodological quality, i.e. they had an evidence level of I and fair to high internal and external validity. This reflects the fact that, during recent years, the requirement of good quality studies on the effect of EI has increasingly been met. 51 Previous studies have indicated that with an increase in the rigour of the studies, the support for effectiveness of EI decreases. 45, 51 This also holds true for the studies included in the present review. Of the 20 studies with a high methodological quality only six (30%) were able to demonstrate a significant beneficial effect of intervention on motor development. Of the 14 studies with a limited methodological quality, seven (50%) reported a positive effect of intervention.
Studies on the effect of intervention in children with or at risk for developmental disorders -like the studies included in the present review -are often hampered by specific problems. 50, 51 First, many studies include small study groups with a large heterogeneity of degree and type of problems, thereby diminishing generalizability and statistical power. Second, assigning participants to a control group that does not receive treatment is usually considered unethical. Results of most intervention studies, therefore, represent only the additional value of the intervention under study. Another significant problem concerns the existing standardized outcome measures. In general, they are characterized by a lack of sensitivity in detecting small changes in motor development, although these small changes might have an important influence on the functional abilities of the child. Not only did the studies included in this review use a large variation of outcome measures (see Table VII ), but the measures were also mainly discriminative. The use of discriminative measures, which focus on the comparison of a child's score with an age-equivalent score, might be one of the reasons that so little effect of EI is found. Another problem associated with the outcome measures used is that they mainly quantify quantitative changes in motor development, rather than qualitative changes and measures that focus on changes in functional abilities. 52 Few studies addressed the effect of intervention on outcome beyond preschool age. This means that we lack information on the effect of EI on the child's activities during daily life and the child's socialization brought about by the potentially beneficial effect of EI on motor development. Future studies should address the effect of EI on these outcome parameters, because they have a major impact on the child's participation in society.
Results of our review are discussed with age at onset of intervention as a primary focus. The number of studies with a high methodological quality in the various age periods after NICU discharge was so small that it precluded conclusions on the effect of age at onset of intervention after term age. Therefore, we discuss the results of our review in two sections, one for NICU studies and one for post-NICU studies.
NICU STUDIES
Eight of the 17 NICU studies had a high methodological quality; three of those evaluated the effects of NIDCAP intervention.
Review 429 One demonstrated a significant positive effect on motor development, as measured by the Psychomotor Index of the Bayley Scales of Infant Development (Bayley-PDI 13 ), but the other two did not reveal such an effect on Bayley-PDI. 15, 18 The difference in outcome between the three studies might be attributed to the age at which outcome was assessed. Outcome in the 'positive effect' study of Als et al. 13 was evaluated at 9 months corrected age, and in the two 'no effect' studies at 12 and 24 months. It could be, therefore, that NIDCAP has a temporary beneficial effect on motor development of infants at high risk for developmental disorders. This notion is in line with results of two recent meta-analyses which concluded that NIDCAP has a temporary beneficial effect on cognitive and motor development. 53, 54 However, it should be kept in mind that only the study by Westrup et al. 28 assessed the effect of NIDCAP beyond the age of 2 years but was unable to demonstrate a significant positive effect of NIDCAP on developmental outcome at the age of 5 1 ⁄ 2 years. Nevertheless, considering reports that NIDCAP intervention in low-risk preterm infants has a significant positive effect on electrophysiological and magnetic resonance imaging correlates of brain development at 42 weeks postmenstrual age, 55, 56 it is conceivable that NIDCAP might affect complex motor behaviour and cognitive abilities at school age. It might be that this putatively positive effect will be found in particular in low-risk and not high risk preterm infants.
Two other high-quality studies used Kangaroo Care to improve motor outcome. 17, 19 The application of Kangaroo Care had no effect on developmental outcome as measured by the Griffiths Developmental Scales at 6 and 12 months corrected age. Two explanations for this result can be offered. First, it could be that Kangaroo Care does not affect motor development. It is likely that the effect of the relatively simple Kangaroo Care is weaker than that of the rather complex NIDCAP programme. Second, it is possible that the effects are too subtle to be detected by the Griffiths scales.
Two high-quality studies applied intervention strategies consisting of procedures to reduce stress in combination with specific multimodal sensory stimulation, with or without passive motor intervention procedures. 14, 16 Neither study was able to find a positive effect of intervention on motor development at 12 and 18 months corrected age.
The last high-quality NICU study showed that developmental intervention had a significant positive effect on motor development. 8, 9 In this programme, intervention started in the hospital with vestibular and visual stimulation to promote development. After discharge, intervention was continued for 2 years by means of a developmental programme in the home situation. Parents had an important role in performing the intervention programme, which consisted of 400 different motor, social and cognitive activities complemented by several parenting activities. The positive outcome of the intervention can probably be attributed more to the duration of the programme and the continuous involvement of the parents in the development of their children than to the NICU part of the intervention.
In conclusion, the present review provides little evidence that intervention during the NICU period in infants at high risk for developmental disorders has a beneficial effect on motor development. However, a potential advantageous effect of NIDCAP on motor development cannot be excluded. We recommend that further studies address the effect of NIDCAP on developmental outcome at school age in low-risk and high-risk preterm infants.
POST-NICU STUDIES
Of the 17 studies that started after the NICU period, 12 had a high methodological quality. Only four of these were able to show a beneficial effect of intervention on motor development. Eight of the 12 studies evaluated the effects of NDT or physiotherapy, mainly on the basis of the principles of NDT. It is striking that only one of these studies reported a better motor outcome in the experimental group than in the control group. 42 The 'positive effect' study of Mayo 42 differed from the other studies in being the only one that compared intensive NDT treatment (once a week) with less intensive NDT (once a month). The other eight studies compared NDT with infant stimulation 10, 11 or with a form of standard care that was not defined further. In six of the seven studies, motor outcome in the NDT group was similar to that of the contrast group. In the seventh study, motor development was worse in children treated in accordance with the principles of NDT than in children who received an infant stimulation programme. 10, 11 The above studies indicate that NDT during the first years of life does not have a measurable positive effect on motor development. This is in line with the conclusion of a recent review on the effects of NDT for people with CP, aged 5 months to 22 years, which stated that NDT did not have a clear beneficial effect on developmental outcome. 57 The other four high-quality studies evaluated the effects of a developmental programme, treadmill training, or conductive education. The two developmental programme studies 33, 34 and the treadmill training study 37 reported a positive effect of intervention on motor development. The fourth study compared the effect of conductive education with that of traditional neurodevelopmental programmes. Both types of intervention were associated with similar degrees of developmental progress. 38 Treatment according to Vojta was evaluated in only two studies: d'Avignon et al. 35 compared, in a small randomized trial with a limited methodological quality, the effect of treatment according to Vojta with NDT. They reported that the groups did not differ significantly in developmental outcome. Kanda et al., 36 who studied the effect of the amount of Vojta treatment on developmental outcome, reported a better outcome for the group that received sufficient Vojta training than for the group that had received insufficient Vojta therapy. However, a major drawback of the study is that the design suffered from self-selection of the groups.
Thus, the current review indicates that intervention programmes in the first postnatal years, according to the principles of NDT or Vojta, do not have a beneficial effect on motor development in children at high risk for developmental disorders or in children with CP or Down syndrome. However, substantial evidence has been provided which suggests that specific developmental training and general developmental programmes in which parents learn how to promote infant development can produce a positive effect on motor development.
Conclusion
The present review indicates that intervention in children at risk of developmental disabilities should be adapted to the infant's age, i.e. the type of intervention that might be beneficial for infants at preterm age differs from the type that is effective in infants who have reached at least term age.
At preterm age, infants seem to benefit most from intervention that aims at mimicking the intrauterine environment, such as the NIDCAP intervention. Some evidence has been provided that NIDCAP might have a temporary beneficial effect on infant motor (and cognitive) development. Future studies should address the question of whether NIDCAP affects developmental outcome at school age.
Studies conducted after term age indicated that intervention programmes using the principles of NDT or Vojta, namely programmes in which passive handling techniques have a prominent role, do not have a clear beneficial effect on motor development. However, intervention by means of specific motor training programmes, such as training of locomotor movements on a treadmill and general developmental programmes, in which intervention aims at stimulation of the child's exploration of active motor behaviour, can exert a positive effect on motor development. Too few of these training and developmental programme studies were available to answer the question of whether the age at which intervention starts is significant, leaving it a matter for future research. 
